Introduction: Attitudes of nursing employees towards mechanical restraint are directly connected to their incidence. The purpose of this research was to examine the attitudes of psychiatric nursing staff towards the use and administration of mechanical restraints. Methods: The cross-sectional descriptive study was conducted using a structured Heyman-type survey. All the Slovenian nursing staff in psychiatric hospitals participated on a given day (n = 367). Results: Differences were observed in the average duration of administered mechanical restraint between individual hospitals (χ 2 = 43.770, p < 0.001). Staff most often stated that patients felt angry when subjected to mechanical restraint (n = 328, 89.4 %). Nonetheless, the majority of respondents believe that mechanical restraints can be an effective therapeutic tool (n = 343, 91.6 %). Females (U = 11450.50, p = 0.025) and with higher education (U = 9527.00, p = 0.002) experience statistically significantly more negative emotions and are less inclined to use mechanical restraints. Discussion and conclusion: It is evident that in addition to the factors we researched some other factors are more influential when the incidences of coercive measures are closely studied. Due to some variation between hospitals it would be advisable to review the current clinical practices in this field. The management of health institutions should be considered an essential factor in the efforts to decrease mechanical restraint use.
Introduction
Coercive measures in psychiatric treatment consist of seclusion (seclusion room), restraint (physical or mechanical restraint), and chemical (pharmacological) restraint. The lawful forms of coercive measure use differ in individual countries, and their practical incidence also frequently varies within the same country (Raboch, et al., 2010; Janssen, et al., 2011) . In most cases, coercive measure application is governed by mental health legislation. While various forms of coercive measures are primarily used to ensure the safe treatment of patients who are considered at risk for auto-and hetero-aggression, and for the protection of health care employees, such measures also entail the hazard of unexpected adverse events. Since these events may be as severe as patient death, the use of coercive measures alone already has an indirect effect on stress of conscience, and the general well-being and satisfaction of psychiatric health care patients and staff (Stewart, et al., 2010; Strout, 2010; Gates, et al., 2011; Hollins & Stubbs, 2011; Berzlanovich, et al., 2012; Van der Merwe, et al., 2013; Whitecross, et al., 2013) . The professionals in the health sector and interested publics have, accordingly, been investing considerable efforts into decreasing the incidence of coercive measure use, especially as recent research has revealed that the incidence of such use primarily depends on the nurses' attitude towards applying the measures in the first place (Happell, et al., 2012) . The profession is thus experiencing gradual changes in the attitude of psychiatric nursing staff towards the use of coercive measures although these changes are most often the result of organizational measures implemented by individual institutions (Espinosa, et al., 2015) . However, change appears to be occurring slowly. The proportion of psychiatric nursing staff condoning the use of coercive measures remains very high (Gelkopf, et al., 2009) .
Due to conflicting guidelines and recommendations, medical institutions are experiencing disagreements when it comes to addressing this issue, which consequently impedes the systemic examination of incidence rates and problems related to the use of coercive measures, not only on the international level, but even on the level of individual countries (Bowers, et al., 2004; Knutzen, et al., 2013; Soininen, et al., 2014) . Scientific treatment is further hindered by the fact that researchers are employing a wide range of different quantitative and qualitative research methods that are often incompatible from the methodological standpoint (Gelkopf, et al., 2009; Bergk, et al., 2010; 2011; Happell & Koehn, 2010; Happell, et al., 2012; Van der Merwe, et al., 2013; Steinert, et al., 2013; Ejneborn Looi, et al., 2015) .
In spite of the hurdles, certain significant conclusions have been reached in this context in the past several years. Research thus shows, for example, that nursing staff with completed higher levels of education believe that coercive measures can be a therapeutic tool suitable for the specific treatment of aggressive patients, while those with lower levels of education consider them to be an essential means of subduing patients who are restless, disturb the medical personnel or interfere with other patients. Although less educated staff understand that the use of coercive measures incites feelings of humiliation and undue punishment in affected patients, they nonetheless harbour a less negative stance towards coercive measures overall compared to their higher educated colleagues, and are more inclined to use them (Gelkopf, et al., 2009 ). This has led some researchers to conclude that the practical incidence of coercive measure use is primarily dependant on the training and education of the nursing staff (Morgan, 2011; Moylan & Cullinan, 2011) . Further research has revealed that female nursing staff perceive coercive measures as less therapeutic and more punitive in nature, compared to male nursing staff, and are on average less inclined to administer them (Gelkopf, et al., 2009) . Nursing staff who work in closed psychiatric wards and have a more direct experience with aggressive patients are in general inclined to believe that coercive measures may be used as a therapeutic means, but do not view them as a legitimate punitive measure (Gelkopf, et al., 2009; Van der Merwe, et al., 2013) . Existing studies thus clearly indicate that the key factors affecting the incidence rates of coercive measure use in psychiatric health care practice are mainly the sex of the nursing staff, their workplace (open/closed ward), and their level of education.
Aims and objectives
Our research aimed to assess the attitude of Slovene psychiatric nursing professionals towards the use of mechanical restraint. The purpose of this research is to establish whether the attitude of Slovenian nursing staff is affected by the same factors and learn whether certain local special characteristics or deviations can be observed in comparison to the conclusions of the research conducted abroad.
Methods
A descriptive and exploratory non-experimental method of empirical research was used in all psychiatric hospitals in Slovenia.
Description of the research instrument
The questionnaire consisted of two segments. The first one was concerned with demographical data. The second one was represented by a survey modelled after the Heyman survey of nurses' attitudes to seclusion (SNASS) (Heyman, 1987; Bowers, et al., 2004; Happell, et al., 2012) . From the range of coercive measures, which include physical restraint, mechanical restraint (strapping to a bed), seclusion (the seclusion room) and pharmacological restraint, the conducted survey explored the attitude of nursing staff specifically regarding the use of mechanical constraint. The survey consisted of five items: 1) reasons for using mechanical restraints and their justification, 2) sentiments of staff regarding mechanical restraint use, 3) respondents' opinion about the patients' reaction to mechanical restraints and the corresponding impact on the patients' overall mood, 4) respondents' opinion on the effectiveness of mechanical restraints, and 5) changes that the respondents would propose when it comes to mechanical restraint use. Each of the items was addressed separately in the analysis. The survey consisted of three-point and four-point Likert scales. The reliability test -retest of previously executed research ranges between 0.62−0.79 (Happell & Koehn, 2010) . Since the survey was used in Slovenia for the first time, it has been translated to Slovene for the purposes of the research. This was conducted by three independent translators and included a back translation. The survey was then test-completed by 10 nursing employees and found to be clear and consistent. Cronbach Alpha was between 0.64 and 0.80.
Description of the research sample
The sample included psychiatric nursing staff from all six psychiatric hospitals in Slovenia. As of 2013, these six hospitals employed 464 psychiatric nursing staff, of which 118 were registered nurses and 346 were health care assistants. The response rate was 79.0 % or 367 respondents of whom 33.9 % (n = 125) were male and 66.1 % (n = 242) were female. The majority of the respondents, which is 71.8 % (n = 264), had secondary school-level nursing education (health care assistant, HCA), while the remainder had a bachelor's degree in nursing (registered nurse, RN) or a post-graduate degree. Most (n = 255, 69.6 %) respondents had already worked in a closed psychiatric ward.
Description of the research procedure and data analysis
Participation in the survey was voluntary and the questionnaire was anonymous. Research was conducted in 2013/2014 in all psychiatric hospitals in Slovenia after we had received their consent. Mechanical restraint and seclusion are the only allowed coercion measures in Slovenian psychiatric hospitals (Mental Health Act, 2008) , however, mechanical restraint has been the only coercive measure used in Slovenian psychiatric hospitals so far. The terms "mechanical restraint" and "coercive measure" are therefore used interchangeably in the article. In the Introduction "coercive measures" is used since a general review of literature on coercive measures is given. Elsewhere in the article, we used the term "mechanical restraint" because the content of the article is based on Slovenian circumstances.
Analysis was conducted using SPSS ver. 20 (IBM, SPSS Inc., Chicago, IL, USA). The results were considered statistically significant at p < 0.05. In addition to the basic descriptive statistics, a MannWhitney U test was used to compare statistically significant differences between two samples, and a Kruskal-Wallis test was used to compare statistically significant differences between more than two samples. Within the framework of the correlational method, the Spearman correlation coefficient ρ was used to assess the correlation between two ordinal variables, or between an ordinal and an interval variable. The Pearson χ 2 test was used to verify the independence of two variables in the contingency table.
Results
The decision to use mechanical restraints is most often made by doctors, 273 (75.2 %), followed by health care assistants, 56 (15.4 %) and finally, registered nurses, 33 (9.2 %). The majority of respondents, 123 (56 %) assessed that the average duration of a mechanical restraint used on a patient is up to 4 hours; 46 (13.4 %) respondents assessed that the average duration of a mechanical restraint is up to 6 hours; and 105 (30.6 %) assessed that the average duration of a mechanical restraint is more than 8 hours. The results show statistically significant differences in the assessment of mechanical restraint duration between the individual hospitals (χ 2(2) = 43.770, p < 0.001). Males statistically significantly decide to use a mechanical restraint for a longer time duration (U = 11184.50, p = 0.012). The age of the worker (ρ = -0.071, p = 0.187), their education level (ρ = −0.016, p = 0.775) and work position (U = 11296.50, p = 0.193) have not been found to be significantly connected to the average length of mechanical restraint use.
When asked to assess the optimal duration of mechanical restraint use, 79 (23.5 %) respondents stated that they believed that a mechanical restraint should last more than 4 hours. 119 (35.4 %) respondents stated that a mechanical restraint should last less than 4 hours. 13 (3.86 %) respondents stated that they did not approve of mechanical restraint use at all. The greatest share of respondents, namely 126 (37.2 %), were unable to choose an appropriate answer. Females statistically significantly more often believe that the duration of a mechanical restraint should be longer (U = 11057.00, p = 0.024) compared to males. The age of the staff (ρ = 0.022, p = 0.694), their level of education (ρ = 0.021, p = 0.662) and work position (U = 11446.50, p = 0.737) are not significantly connected to the perceived optimal duration of the mechanical 
Reasons for the use of mechanical restraints
Regarding the reasons for mechanical restraint use, respondents most often stated these to be damaging hospital inventory (n = 329, 89.64 %), auto-aggressive behaviour (n = 326, 88.6 %), aggressive behaviour towards other patients (n = 325, 88.56 %), and aggression towards hospital personnel (n = 320, 87.19 %). Certain statistically significantly differences appear in this context according to the sex, work position (closed / open ward), level of education and hospitals (Table 1) .
Justification for the use of mechanical restraints
From the behaviours listed in the survey in Table  1 , respondents had to decide for the reason which is most justified for implementing mechanical restraints. They considered auto-aggressive behaviour to be the most highly justified reason for the use of mechanical restraints 326 (88.6 %), followed by damaging of hospital inventory (n = 322, 87.7 %), aggressive behaviour towards other patients (n = 314, 85.5 %), aggression towards hospital personnel (n = 310, 84.4 %), and finally, patient being excited and out of control (n = 287, 78.2 %).
Mood of patients during the administering of mechanical restraints
Most respondents believe that patients who are subjected to a mechanical restraint feel angry (n = 328, 89.4 %), controlled (n = 292, 79.6 %), powerless (n = 288, 78.5 %), scared (n = 267, 72.8 %), helpless (n = 266, 72.5 %), frightened (n = 231, 62.9 %), appalled (n = 213, 58 %), confused (n = 210, 57.2 %), punished (n = 188, 51.2 %), or safe (n = 145, 39.5 %). Compared to females, males more often perceive mechanical restraints to be punitive in nature (U = 10829.00; p = 0.003) and consider that they are happy during mechanical restraints (U = 11657.00, p = 0.048). Staff working in closed wards rate the mood of patients as less satisfied (U = 10511.50, p = 0.014) and those with lower education qualifications consider patients to be more powerless (U = 11009.00, p = 0.034) when subjected to mechanical restraints compared to staff working in open wards. The individual hospitals results showed statistically significant differences in several areas: that patients feel relieved (χ 2(2) = 15.003, p = 0.010), feel safe (χ 2(2) = 20.137, p = 0.001), feel disgusted (χ 2(2) = 13.512, p = 0.019), feel punished (χ 2(2) = 11.200, p = 0.048) and feel out of control (χ 2(2) = 12.358, p = 0.030).
Sentiments of nursing staff following the use of mechanical restraints
Psychiatric nursing staff are confronted with different sentiments after having administered mechanical restraints (Table 2) . Females feel less satisfaction in helping patients (U = 11221.50, p = 0.010), are less relieved (U = 10699.50, p = 0.001), are less satisfied with everything running smoothly (U = 9580.00, p < 0.001), feel less disempowered (U = 11450.50, p < 0.025), feel less in control of the situation (U = 10234.50, p < 0.001) and feel less fed up (U = 11722.50, p = 0.018). According to the type of ward, open-ward nurses feel that they have more control over the situation (U = 9802.00, p = 0.003). Respondents with a higher level of education feel less satisfaction in helping patients (U = 9527.00, p = 0.002), feel less powerful (U = 11300.00, p = 0.004) and have a sense of being disempowered after having administered a mechanical restraint on a patient (U = 10131.00, p < 0.009). Differences in the respondents' answers according to the hospitals are stated in Table  2 .
Effect of mechanical restraints on patients
Most respondents (n = 343, 91.6 %) believe that mechanical restraints are successful in calming the patients. Compared to males, females statistically significantly more often believe that mechanical restraints are successful in calming the patients (U = 12299.00, p = 0.050), improve their current behaviour (U = 11498.00, p = 0.016), make patients feel like staff is worried about them (U = 1165.00, p = 0.010), or do not help the patients in any way (U = 10685.50, p = 0.003). Those working in closed wards statistically significantly more often believe that mechanical restraints make them frustrated (U = 10712.00, p = 0.025) and make patients angry at the staff (U = 10.455, p = 0.011). With regard to education levels there are not any significant differences. Regarding different hospitals, please see Table 3 .
Proposed changes to mechanical restraint administration
Respondents believe certain suggestions would improve the administration of mechanical restraints (Table 4) . Females more often than males agree that patients undergoing mechanical restraints should have the possibility of listening to music if they want to (U = 10358.00, p < 0.001), that the room where mechanical restraints are being administered should be comfortable, unlocked and at the disposal of patients should they want to be restrained themselves (U = 10344.50, p = 0.001), that mechanical restraints should not be used at all (U = 9257.50, p < 0.001), that the room where mechanical restraints are administered 
Discussion
Research results reveal certain significant differences in the attitude towards the use of mechanical restraints among the nursing staff in individual psychiatric institutions, and differences depending on the sex, education and work position of the psychiatric nursing staff. In Slovenia, the decision to use mechanical restraints is most often made by doctors. Only in roughly one quarter of cases is the decision to use mechanical restraints made by the nursing staff. In this context, some researchers reached diametrically opposite results in their own research, as in their region, over three quarters of decisions to use mechanical restraints are made by nursing staff instead (Happell & Koehn, 2010; Happell, et al., 2012) . Due to these differences in conditions on the national level, it is difficult to compare the willingness of nursing staff to administer mechanical restraints between these two cases of research. The aforementioned differences can be attributed to the differences in the mental health care legislation of an individual country. Circumstances in Slovenia are the result of the current Slovenian Mental Health Act (2008), which prescribes that every final decision to administer a mechanical restraint must be made by a doctor. Only in cases where that is considered impossible, other health care workers can make this decision independently, and a doctor must then check on the patient's condition as soon as possible and decide on further measures. In this context, the literature suggests that it is possible to ascertain that the field of mechanical restraints in examined regions has been regulated with new the legislation, which fundamentally decreased the incidence of mechanical restraint use and increased the overall safety of treating mentally ill patients. Regardless of the fact that in Slovenia the law puts full responsibility regarding the use of mechanical restraints on doctors, it should be noted that nursing staff are those that propose the use of a mechanical restraint in the first place, or are the ones forced to implement a measure when this is absolutely necessary, before a doctor is able to arrive on site (Bregar & Možgan, 2012) .
The average duration of an administered mechanical restraint differs across countries. Nearly half of Slovene respondents are inclined to believe that a mechanical restraint should be used for more than 4 hours at a time, as opposed to foreign research, where nursing staff was observed to prefer a shorter time. Furthermore, compared to the research (Happell & Koehn, 2010; Happell, et al., 2012) , the ratio of Slovene nursing staff who think mechanical restraints should not be used in clinical practice at all is less than half of that observed in foreign findings. Most indicators thus point at the conclusion that Slovene nursing staff are relatively highly inclined to the use of mechanical restraints at this time.
Another point of note was that, considering Slovenia has a highly restrictive legislation governing the use of mechanical restraints in psychiatry, and strict guidelines concerning their application, justification and duration, the research has surprisingly shown considerable statistically significant deviations in the average duration of an administered mechanical restraint and attitudes of the nursing staff between separate domestic institutions. This leads us to conclude that significant differences exist in the professional approach of specific clinical environments in spite of a uniform legislation. Similar to our own research, foreign research was also mostly focused on microfactors related to the characteristics of the employees, the micro-environment and the attitude of personnel towards administering mechanical restraints (Gelkopf, et al., 2009; Happell & Koehn, 2010; Muir-Cochrane, et al., 2015) . Although these factors have already been researched to a considerable degree, we are yet to see notable changes in clinical practice on the level of a single country, which is also exemplified by our own research on the sizeable differences mentioned above between individual hospitals in Slovenia, which, in theory, should not be occurring given the legislative and expert framework. This is why the results of our research and others mentioned before lead us to believe other essential factors affecting the incidence of mechanical restraint use in practice must exist and that they have been insufficiently treated and explored or were even left out of existing research. Therefore, the management sphere of individual hospitals is one particular factor that should be examined closely. Also, when comparing the incidence of coercive measures between hospitals on an international level, the differences in hospital characteristics (e.g. staffing, ward characteristics etc.) should be carefully taken into consideration.
Auto-and hetero-aggression, and states of high agitation were shown to be the most frequent justification for the use of mechanical restraints, similar to indications of foreign research (Migon, et al., 2008; Gelkopf, et al., 2009 ). Our respondents, on the other hand, justified the use of mechanical restraints outside the auto or hetero-aggressive behaviour (the patient is becoming excited and out of control, the patient is yelling and making noise, the patient wants to sleep, the patient is annoying or interrupting other people, refuses to take medications, is waking up other patients at night, or asks for a mechanical restraint to be used on him/herself) comparatively more often in relation to foreign studies (Gelkopf, et al., 2009; Happell & Koehn, 2010) . This again leads us to believe that mechanical restraints are administered relatively often to Slovene patients as respondents also more often assessed a range of non-aggressive behaviours as proper justification for using mechanical restraints on patients compared to Happell and colleagues (2012) .
Compared to foreign research (Gelkopf, et al., 2009; Roberts, et al., 2009; Happell & Koehn, 2010; Happell, et al., 2012; Van der Merwe, 2013) , Slovene respondents less frequently perceive patients' emotions to be negative during the administering of mechanical restraints, as well as stating that they believe their patients to be more satisfied and less threatened by the use of mechanical restraints on average. Staff describe experiencing various kinds of sentiments after having administered a mechanical restraint. Domestic respondents less often report regretting the use of a mechanical restraint and in general appear to be more inclined to use these measures compared to the conclusions of foreign research (Happell & Koehn, 2010) . Respondents in general believe that mechanical restraints have a calming effect on the patients, that they allow patients to release their anger in a safer and more controlled manner, and that these measures make patients reconsider and change their behaviour. All in all, it can be concluded that psychiatric nursing staff in general make erroneous assumptions that the administration of mechanical restraints can have a certain therapeutic effect (Gelkopf, et al., 2009; Happell & Koehn, 2010; Van Der Merwe, et al., 2013) . In spite of the generally favourable opinion of Slovene nursing staff with regard to the use of mechanical restraints, our respondents statistically significantly more often stated that certain changes were necessary in the clinical practice of mechanical restraint administration compared to the other study (Happell & Koehn, 2010) .
The cross-comparison of results of survey assertions with factors such as sex, education level and work position (open/closed ward), points to some characteristics that were already established by other researchers (Gelkopf, et al., 2009; Happell & Koehn, 2010) . Male respondents in our research use mechanical restraints more often than females when patients are excited, aggressive, or refuse to take their medication. Males are also more likely to believe that inappropriate sexual behaviour justifies the use of mechanical restraints. Females might be more lenient towards the early signs of aggression and other unwanted behaviour, have a tendency to respond in softer ways, or decide to ask male nursing staff to intervene when improper behaviour begins to escalate. Females more often perceive patients who feel humiliated or unduly punished when they are subjected to mechanical restraints. Our male respondents statistically significantly more often expressed feelings of satisfaction, relief, power, but also regret when it comes to administering a mechanical restraint.
Compared to more educated nursing staff, nursing staff with a completed secondary school more often resort to using mechanical restraints when patients refuse to take their medication or when they wake up other patients at night. These conclusions are in line with several cases of foreign research (Gelkopf, et al., 2009; Happel & Koehn, 2010; McCabe, et al., 2011; Fariña-López, et al., 2014) . A possible explanation for the staff 's attitude towards mechanical restraints can be that the staff had not been suitably educated or is the result of the fact that staff who are lower educated more often work in night shifts, when fewer staff are present in the ward in general to assist in controlling situations. Since staff are spread thin during the night, they are likely to see restraint as the safest and easiest solution to any issues affecting patient behaviour. Highly educated staff less often believe that inappropriate sexual behaviour, waking up other patients at night, and the necessity to go to sleep are good reasons to administer mechanical restraints. It is possible that less educated staff decide to restrain the patient in aforementioned cases due to the lack of capacity or time to deal with the patient in other ways, or due to a specific attitude towards mechanical restraints in general. Compared to their more educated colleagues, staff with lower education more often experience satisfaction and feelings of power and control when administering mechanical restraints, while more highly educated staff often experience feelings of disempowerment. In this context, we should note that staff with lower education qualifications most often carry out instructions and have a smaller degree of responsibility. Perhaps those rare opportunities where they are the ones making the decision to use mechanical restraints bring them feelings of control and satisfaction that they might not experience when performing tasks ordered by superior staff. Across the board, positive sensations (satisfaction, relief, power) and a more favourable attitude towards using mechanical restraints appear statistically significantly more often in lower educated staff, which corroborates the findings of foreign research in this context as well (Gelkopf, et al., 2009) .
Nursing staff respondents (those who are higher educated, females and those working in closed wards) in our research expressed a desire for changes to be made to the implementation of mechanical restraints, which indicates that they are concerned about the well-being of their patients. It should be emphasised that although our research corroborates the relevance of certain factors of psychiatric nursing staff 's attitude in this area, as concerns their mentality regarding mechanical restraint use and its correlation with the practical incidence of the use, our results also clearly show that not enough focus has been placed on the broader context of the hospital environment, especially the management of individual hospitals, which we assert to be the key factor for more effective changes in the future.
The research was based on a non-random, accessible sample, and respondents were not selected according to a balanced ratio of sexes, education levels or work positions. The Heyman-type survey that was used cannot provide a simple assessment of the general attitude of nursing staff towards the use mechanical restraints. Quite a few respondents did not answer all the questions of the survey. Since excluding such respondents would considerably decrease the number of respondents, we decided not to exclude them. This is also the reason why the number of respondents varies throughout the survey.
Conclusion
Our research concludes that psychiatric nursing staff in Slovene hospitals is, overall, relatively more inclined towards using mechanical restraints compared to most instances of foreign research. Furthermore, male staff, nursing staff with a lower level of education and those working in open wards are more inclined to use mechanical restraints compared to their counterparts. Our key finding is that considerable differences appear in the average duration of an administered mechanical restraint and attitudes of nurses towards the mechanical restraints between individual Slovene psychiatric hospitals. This leads us to believe that patients are subjected to different practices of mechanical restraint use in individual establishments, although Slovene legislation is unified and prescriptive. An essential factor affecting mechanical restraint use in practice thus appears to be the policy, guidelines and attitude of the hospital's management, a subject that warrants further investigation domestically as well as abroad. Future research in this context should focus on the most appropriate legal framework and the study of hospital management policy in relation to coercive measures used internally, as these both seem to affect incidence rates to a considerable degree.
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